Objectives. To investigate the ability of consultant rheumatologists and orthopaedic surgeons to communicate well with patients and to determine the validity of a structured proforma used to assess medical students' communication skills. Methods. Seventy new patient appointments with consultant rheumatologists and orthopaedic surgeons were assessed for communication skills exhibited by the consultants and patient satisfaction. Communication skills were assessed using a proforma previously used to examine medical students, and patient ratings were obtained using visual analogue scales. Results. Median scores attained using the structured proforma for rheumatology, elective orthopaedic and fracture clinic consultations were 17, 15 and 14 out of 20 (P < 0.05). Patient satisfaction scores were high in all three domains measured. Scores were statistically significantly higher for rheumatology appointments than in fracture clinic (median scores 29.5, 29.5 and 28 out of 30). Consultation durations varied, with a median of 23 min for rheumatology and 10.5 and 4 min for orthopaedic surgeons in clinic and fracture clinic, respectively. Conclusions. Consultant rheumatologists and orthopaedic surgeons demonstrate good communication skills, according to a tool used to assess medical students. These scores correlate with patient views, suggesting that teaching and assessment of communication skills at medical schools may address concerns of patients. Scores and satisfaction correlate with the duration of the consultation.
Poor communication by doctors is a major source of patient distress [1] , resulting in complaints [2, 3] or change in health-care provider [4, 5] . As a result, there is increasing emphasis on teaching communication skills in medical schools and relationships with patients are included in consultant appraisals.
The ability to communicate well with patients, to understand their concerns and beliefs, to elicit relevant information and to explain options so that they can make informed decisions about treatment, is a fundamental clinical skill. Medical schools provide specific training and teaching in communication skills, using actors or video recordings. The assessment of communication skills is now as routine as the assessment of examination and other clinical skills, often using objective structured clinical examinations (OSCE). Few studies have examined the relevance of the skills taught to patients' opinions about doctors' effectiveness in communicating with them. Patients', and simulated patients', opinions about students' communication skills may differ from those of examiners [6] [7] [8] .
General practice training has for some time had an emphasis on communication skills, whilst secondary care higher training has been criticized for its absence [9] . There is a stereotyped view that orthopaedic surgeons are poor communicators [10, 11] , despite little evidence in its favour [12] . For example, in seminars where students discuss positive and negative examples of communication with patients they have observed, they most often cite orthopaedic surgeons as poor (personal communication, Prof. J. Spencer, University of Newcastle). We do not know whether this is representative, or whether students use stereotypes, feel it is acceptable, or even expected, and therefore safe to criticize the communication skills of orthopaedic surgeons. Poor communication by doctors is a factor in poor overall performance [13] . Current senior hospital doctors will have developed their own communication styles by apprenticeship and observation and are unlikely to have received extensive formal training or feedback on their own performance.
Consultation length correlates with patient satisfaction and perceived quality of care [14, 15] . Specialist associations recommend maximum numbers of patients per clinic, but little evidence exists about optimum consultation duration and such guidelines are not adhered to. Shorter waiting times for out-patient appointments are an increasing priority, creating pressures to shorten the consultation, despite potential adverse effects on patient care.
We have investigated the communication skills performance of consultant rheumatologists and orthopaedic surgeons in real new patient consultations using a structured proforma used in medical student OSCE examinations, and the relationship between these scores, patients' views and length of time spent with the patient.
Methods
We studied new patient consultations so there would be no ongoing relationship between doctor and patient that might influence consultation style and content. These were consecutive new patient consultations with consultants in orthopaedic and rheumatology elective clinics and fracture clinics. We used the following two measures.
A structured proforma (see Appendix 1) was completed by a medical student (J. O'N) who observed consultations but did not participate. This came from a medical student OSCE at another medical school. Consultants were not familiar with the structured proforma, and had not used it to examine students. The maximum possible score was 20.
Three visual analogue scores (see Appendix 2) were completed by the patient immediately after the consultation, outside the consultation room, in answer to the questions: How well do you think the doctor listened to what you had to say? By the end, how much do you think the doctor knew about your medical problem? How well do you feel, overall, that this appointment with the doctor went? Each question had a maximum score of 10, with a total of 30.
The student recorded the duration of the consultation in minutes.
The participating doctor and patient gave consent for each consultation to be studied. Ethical approval from the local research ethics committee (Newcastle and North Tyneside) was given. The patient's information sheet explained that the purpose of the study was to compare the patient's view with the medical student's score, and that individual responses would not be shown to the doctors or used to criticize the doctor. Statistical analysis, performed using EPI INFO, used the 2 -test with a significance level of 5%, and linear regression.
Results
We studied seventy consultations: 26 orthopaedic new patients, 22 rheumatology new patients and 22 fracture clinic patients. Four rheumatologists and five orthopaedic surgeons participated. One orthopaedic surgeon declined; all patients approached agreed to take part.
Consultation duration
Mean duration of consultation varied significantly between the three types of consultation, with rheumatology consultations being significantly longer than orthopaedic elective consultations, which were in turn longer than fracture clinic consultations (median durations 23 vs 10.5 vs 4 min, respectively, P < 0.02) ( Table 1) .
Observer-rated consultation scores OSCE scores were higher for rheumatology than orthopaedic consultations (median scores 17 vs 15 vs 14 out of 20, P < 0.05) but differences between orthopaedic elective and fracture clinic consultations were not significant (P ¼ 0.096). The difference in score shown is unlikely to be of clinical significance.
Patient satisfaction scores
Patients recorded high levels of satisfaction in all three domains. Rheumatology consultations scored higher than those in fracture clinic, but otherwise there were no significant differences in OSCE score (median scores 29.5 vs 29.5 vs 28 out of 30). Relationships between observer-rated consultation score, patient satisfaction score and consultation duration
Linear regression analysis showed that duration of consultation correlated positively with OSCE scores for orthopaedic surgeons in both settings (r 2 ¼ 0.45, P < 0.004 for out-patients and r 2 ¼ 0.22, P ¼ 0.018 in fracture clinic), and with patient satisfaction in fracture clinic (r 2 ¼ 0.39, P ¼ 0.003). There was no correlation between consultation duration and either score for rheumatology consultations. The patient satisfaction score and the observer-rated OSCE score were highly correlated (P < 0.05 for all three settings).
Discussion
This study demonstrates good communication between consultant rheumatologists and orthopaedic surgeons and their patients, as measured by a structured tool normally used to assess communication skills in medical students, and by patient ratings. There was a positive relationship between scores using the OSCE tool and patients' views about communication during the consultation. This suggests that the scoring system captures important information about doctor-patient communication and that it measures something which matters to patients.
This study has potential limitations. The medical student's presence might have altered the doctor's performance. However, medical students frequently attend such clinics, so consultants involved are used to being observed, and none was aware of the specific items being monitored. Patient satisfaction ratings may be biased by patients' apprehension that negative comments may affect their future treatment: we tried to ameliorate this by assuring patients that data collection was anonymous and that individual results would not be shown to the doctors concerned. The scoring system used has not been validated in studies, although it has been used extensively in student assessment. There is a serious lack of validated instruments in this important area [16] . Most literature about communication skills training describes the learning process, but there is little on valid means of its assessment. Similar patient rating scales have been used in previous studies. One review showed that the majority of assessment variation is due to variation in communication performance rather than measurement [17] .
Medical students' communication skills can be altered [18] by specific teaching [19] [20] [21] [22] , but often deteriorate later [23] [24] [25] . Interestingly, students' communication skills are more influenced by gender and career preference-those wishing to train in hospital medicine perform less well-than by specific training [26] . The great increase in undergraduate communication skills teaching [27] is predicated on the conviction that improved empathy, rapport and interviewing skills can be taught and improve not only patient relationships but diagnostic processes and clinical practice [28] , although this is not always supported by the limited evidence available [29] . Communication skills are also learned through interaction with patients and doctors [20] and performance is not necessarily related to knowledge about the principles of good communication [21] . Indeed, when these results were presented to clinicians at our clinical governance meeting, one orthopaedic surgeon commented that this was evidence for the longstanding view from some specialists, familiar to most deans, that the time taken to teach communication skills at medical school might be better used to teach anatomy and basic science. It is not clear how much communication skills improve or can be improved in later practice [30, 31] , but it is encouraging to see the high scores attained in this study, despite the commonly reported poor communication of hospital doctors in general and orthopaedic surgeons in particular [10] [11] [12] . However, many clinicians feel that additional communication skills training would be beneficial [32] .
OSCEs are widely used in the assessment of medical students' clinical and communication skills. They improve the validity of students' assessments, but their use in assessment of qualified doctors is less frequent [33] , particularly for consultants. This tool was not designed for assessment of consultants' practice, but the high scores attained in this study suggest that facets of communication assessed in the artificial setting of examinations are used in clinical practice. The correlation with the patient satisfaction ratings, which have previously been used to assess communication skills [34] , supports the importance of these features to patients. Taken together, this suggests that current communication skills teaching, as assessed using this scoring system, is valid and includes aspects which matter to patients.
Consultation times in this study are relatively short, particularly in fracture clinic, where a median of 4 min was spent with each new patient. It is perhaps surprising that such high scores and patient satisfaction ratings were obtained. Although rheumatologists attained statistically higher scores than orthopaedic surgeons, it is unlikely that these small differences would be significant in terms of patient outcome or rates of complaint. These results do not support stereotyped views held by medical students and others [10, 11] that orthopaedic surgeons communicate poorly or that patients are dissatisfied with their consultations. It is likely that patients will have different expectations of the different types of consultation, which will influence their level of satisfaction. For example, a patient with rheumatoid arthritis seeing a rheumatologist for the first time may expect and will receive a different assessment from one attending fracture clinic for review of a recent fibular fracture. The duration of these consultations as demonstrated in this study varies accordingly. The relationship between patient expectation of the consultation and the time required to obtain patient satisfaction is likely to be important and to vary with consultation type, and requires further investigation.
This study shows that consultant rheumatologists and orthopaedic surgeons communicate well with their patients, and that a structured proforma used in the formal assessment of medical students' communication skills is valid in that its scores correlate highly with patient satisfaction. Further research is required to identify the principal determinants of patient satisfaction with communication from their doctors.
